pseudo-pelade. The mucus membrane of the left cheek is covered by a network of leucoplakia.
The Wassermann and Kahn reactions are now negative.
Section of the atrophic area shows a diffuse atrophy of the epidermis to three or four layers of prickle cells with small localized areas of acanthosis. The granular layer is well marked. Some hyperkeratosis is present, particularly in the openings of the follicles. The basal layer has lost definition and the rete pegs have largely disappeared. One area of spongiosis is present in the prickle-cell layer with vesicle formation. In the dermis are numerous large pigment-bearing cells, with cedema and dilatation of the capillaries and lymphatics.
Around the upper part of the follicle involving the basal layer of the epidermis is a localized infiltration of lymphocytes. Around the vessels in the corium a dense infiltration mainly leucocytic. Section of a papule shows a well-marked granular layer and slight hyperkeratosis. In the dermis there is a dense lymphocytic infiltrate, sharply limited below, in an cedematous stroma. Differential diagnosis: (1) A pigmentary syphilide, (2) pigmentary lichen planus, or (3) the end-stage of a dermatitis due to the arsenic and bismuth.
Several members of this Section have mentioned the occurrence of lichenoid eruptions suggesting lichen planus after the administration of organic arsenic preparations, with subsequent atrophy of the skin.
In this case the appearance of the scalp and of the mucous membrane of the mouth, and the annular lic4enoid eruption favour a diagnosis of lichen planus, which may be associated with diffuse and early pigmentation. However, the histology of the atrophic area is rather that of a dermatitis due to heavy metals than of an atrophic lichen planus.
The possibility of the histological picture of lichen planus being altered by the presence of arsenic or bismuth in the skin might be considered. Wassermann reaction negative. On August 10 and 19, and on September 2, 1932, neosalvarsan (Novostab) in doses of 0 * 45, 0 * 45 and 0 * 6 grm. was given together with bisoxyl in three doses of 4 c.c. Also eusol dressings were applied. September 19, 1.932, Wassermann and Kahn reactions negative. The penile sores healed, and the ulcer on the thigh rapidly improved. However, after the first and subsequent injections the patient noticed dryness and irritation of the skin of the legs. Treatment was continued during November and December with weekly injections of bisoxyl, and the dry cracking condition of the skin of the legs gave place to what was diagnosed as a dermatitis, which spread rapidly to face arms, chest, abdomen and hands. The eyes tended to close up, and the patient was admitted to the ward, January 7, 1933. At this time there was weeping of the skin where the patient scratched it and some exfoliation of the legs. The mouth was not examined.
During the patient's first month in the ward, septic ulcers and abscesses from which Staphylococcus aureus was cultured, appeared on the legs, and this pyodermia was accompanied for days at a time, by slight pyrexia (990-1010 F.).
He was seen on March 15 by Dr. Dowling, who considered that.the condition was lichen planus obtusus. Present condition.-There are now lesions of the buccal mucosa, scalp, palms and soles, but the nails show no evidence of lichen planus. They are worn by scratching. These lesions are papular and scaly, varying in size from that of a pin's head to that of a thumb nail, and most numerous on the lower abdomen and thighs. They are mostly violaceous, but lack a burnished surface.
March 15, 1933.-Leucocyte count, 15,000 (eosinophils, 13%).
The case seems to be one of true lichen planus, consequent upon metallic injections, acute, with lesions of the obtusus type.
Di8cusszion.-Dr. H. W. BARBER said he supposed that the point at issue was whether the eruption in these last three cases was true lichen planus, or whether it should be called a "lichenoid eruption " resulting from metallic intoxication. He did not doubt that it was true lichen planus, and one must admit that lichen planus, like herpes simplex, and occasionally herpes zoster, was sometimes provoked by injection of these metals. He remembered a case, that of vitiligo, in which there was a suspicious history of hereditary syphilis. Though the Wassermann reaction was negative, he gave injections of novarsenobillon, and after about the fourth injection the patient complained that during the previous week he had had a pain round the trunk, and had developed an acute eruption. He (the speaker) had expected to find herpes zoster, but the eruption was a typical lichen planus, with an exact zosteriform distribution. Dr. Darier had had a similar case in a woman in whom the outbreak of the eruption was accompanied by severe pain. Such cases, he (Dr. Barber) thought, supported the view that lichen plapus, like herpes zoster and herpes simplex, was due to a specific infection, probably by a neurotropic virus.
Sir ERNEST GRAHAM-LITTLE said that at the present time he had a case at St. Mary's Hospital exactly similar to Dr. Cambell's case. There was a seborrhceiform eruption of the axillie and the other flexures, following upon a short series of injections of novarsenobillon; the patient also had a typical right orbital herpes zoster at the same time as the eruption.
Dr. Forman's case reminded him of a very similar instance which had puzzled him a good deal, in which there had been an eruption which looked exactly like hypertropbic lichen planus, but was on the face a very unusual position. It had come on after a course of bismuth. The man had had a year of arsenobenzol, and then a year of bismuth injections. The pigmentation and the warty lichenoid patches had not come on during the arsenical treatment, but only when he had bismuth. A curious development of lichenoid eruptions, not always lichen planus, after arsenical injections, he had met with before. Some years ago he had had a remarkable case of what seemed to be typical pityriasis rubra pilaris, and regarded as such by the late Dr. Pringle, then President of the Section, but it had come on in the course of arsenical treatment extending for some weeks, administered for dermatitis herpetiformis.
Dr. DOUGLAS HEATH said that he had long thought that lichenoid eruptions silmlilar to lichen planus were not uncommon in persons who had been undergoing treatment with arsenic for a considerable time. For example, cases of psoriasis which had been treated a long time might, a vear or two later, show an eruption of lichen planus. Taking histories of lichen planus cases one was struck by the number who had previously received arsenic and possibly bismuth too. If such drugs helped to bring out lichen planus, as he thought they did, it seemed necessary to review the whole question of the treatment of lichen planus. Most dermatologists treated it with arsenic, but he gave perchloride of mercury instead, and the results had satisfied him. Cranston Low, in Edinburgh, gave antimony for acute lichen planus, perchloride of mercury for cases of moderate severity, and used arsenic only for the more chronic type. He (the speaker) would like to hear how some of the experts present treated lichen planus. In very acute cases of lichen planus he preferred heavy doses of quinine, reverting to perchloride of mercury at a later stage.
How did the President treat his lichen planus cases ?
Dr. NORMAN BURGESS said he would like to hear views as to the part played by bismuth in the production of these dermatoses. For two years he had been treating lichen planus with bismuth, and his results were very satisfactory.
Dr. G. B. DOWLING said that in Dr. Forman's and in Dr. Allen's cases small amounts of arsenic had sufficed to bring out the dermatitis. In Dr. Allen's case the eruption had Proceediigs. of the Royal Society of Medicine 54 appeared within a few days of the first injection of neo-salvarsan, and at that time no bismuth had been given. He (the speaker) had not previously seen buccal lesions in postsalvarsan eruptions of lichenoid character. The PRESIDENT said he did not suppose that any member would question the nature of Dr. Forman's case; he himself was satisfied about it from the skin lesions alone, and the lesions in the mouth seemed to confirm the view that it was one of true lichen planus. About the other two cases one could not be so certain. He had seen cases of this type in which the condition had begun in an indefinite way, much as in the cases of Dr. Cambell and Dr. Allen, and had later developed as more or less definite lichen planus. These cases were not particularly rare, and he thought that bismuth played an important part in their causation. He had seen this type of eruption develop in patients who had not had arsenic for about a year, but had been having bismuth during an intervening period. This did not exclude the idea of arsenic being a factor. He had not seen a case of the kind which had been on bismuth alone.
He agreed with the view that all three were cases of lichen planus type, which seemed to be associated with anti-syphilitic treatment. He had not seen eruptions of this kind follow treatment by arsenic, given by the mouth, for psoriasis and lichen planus; cases of the kind might have been recorded, but he did not remember any.
He would not call the case shown by Dr. Allen one of lichen obtusus; it did not quite give the picture usually associated with the disease. The condition here was acute hypertrophie lichen planus.
There were two distinct types of case to which the term " lichen obtusus " had been applied ; one which was known under the svnonym " prurigo nodularis," a well-defined condition, which was probably not lichen planus, but a form of lichenification; and the other a certain type of lichen planus on the extremnities, in which the lesions were large and dome-shaped. He thought that the term " lichen obtusus corneus " was applied to the prurigo nodularis type, and the other had been called by Unna "lichen obtusus." He (the speaker) never gave arsenic in cases of acute lichen planus-or in any-form of lichen planus when the lesions were appearing; he gave perchloride of mercury. He still, however, gave arsenic fairly frequently and fairly freely in cases of chronic lichen planus, but he had never yet satisfied himself that patients who recovered from that disease did so because of his treatment. He did feel, however, that he was not any nearer a specific treatment for lichen planus than in former days. Perhaps Dr. Heath's remarks pointed towards some such specific treatment. Dr. CAMBELL (in reply) said that the question had been raised whether bismuth produced dermatitis. With the exception of the case to which he already referred-in which the patient had received bismarsen, a drug containing arsenic and bismuth in combination-he had never seen dermatitis which could be attributed to bismuth alone, that was to say in patients who had not been treated with arsenobenzol. "Pustular Psoriasis."-W. KNOWSLEY SIBLEY, M.D.
I have seen this patient only once, and she was so greatly distressed that it was impossible to examine her properly. She is aged 67, and says she has never had any skin trouble, nor any illness previously. Four years ago the condition began on the left great toe, and from her description it might have been gout. There has. ensued a spreading of rash over the soles of the feet, the knees, the front of the legs, and the hands. All the nails are soft, and some of them have been shed. There is a typical psoriasiform rash on legs, forearms and arms, but very little about her body or scalp.
At a recent meeting here there was a long discussion on so-called "pustular psoriasis," and I am showing this case as it is psoriasis and it is pustular, but I do not know whether there is a pustular psoriasis as a separate entity. The cases which Dr. Barber introduced were acrodermatitis perstans of the palms, without any definite psoriasis on the bodv. This woman has obvious and extensive psoriasis, with severe pustulation: there are blebs on the soles of the feet, the front
